
Immunization Requirements
New York State law requires certain immunizations for college and post-secondary students. In order to attend classes, students must provide proof of immunity 
against measles, mumps, and rubella. All students must comply with this law, unless medically or religiously contraindicated. Students born prior to January 
1,1957, must submit proof of age to be exempt from these requirements. This information must be received prior to registration.

In order to comply with the New York State Immunization Law, you must fulfill one of the three numbered requirements.

1. Doses of Live Virus Vaccine
a.  Measles: two (2) doses at least 28 days apart, which must be given no more than 4 days prior to the fi rst birthday and after 1967

Mumps: one (1) dose after 1968
Rubella: one (1) dose after 1968

or

 b.  MMR:  two (2) doses at least 28 days apart, which must be given no more than 4 days prior to the fi rst birthday and after 1971

or

c.  MMR: one (1) dose after the fi rst birthday and after 1971
Measles: one (1) dose after the fi rst birthday and after 1967

2.  Documentation of Medically-Diagnosed Disease
This applies to measles and mumps only, not to rubella. Only serologic evidence of immunity (titer) or proof of  vaccinations are acceptable.

3.  Serologic Evidence of Immunity for Each Disease
Laboratory reports verifying immunity to measles, mumps, and  rubella are required.

NEW YORK STATE MANDATED IMMUNIZATIONS
Student/Patient Immunization Information

Name Birthdate

Social Security Number Measles Mumps Rubella MMR

*Serologic evidence requires 
a copy of the laboratory 
report.

First Dose

Second Dose

Physician’s report of disease   

Serologic evidence*

Health Care Provider: Please sign and stamp.

Signature  Date

˙

❏ Asthma  ___/___ ❏ Drug sensitivity ___/___ ❏ Heart disease ___/___

❏ Anemia  ___/___ ❏ Stomach/bowel difficulty ___/___ ❏ Scarlet fever ___/___

❏ High blood pressure ___/___ ❏ Hepatitis ___/___ ❏ Skin disorders ___/___

❏ Low blood pressure ___/___ ❏ Eye/ear/nose/throat infections ___/___ ❏ Bone/joint disease ___/___

❏ Rheumatic fever ___/___ ❏ Bleeding disorders ___/___ ❏ Menstrual disorders ___/___

Do you have any physical (temporary or permanent) or emotional problems of which the University should be aware in order to assist you in the achievement of 
your educational goals?   ❏ Yes ❏ No  
If yes, please describe: 

Are there any prescribed medications that you require on a regular basis?   ❏ Yes ❏ No 
If yes, please indicate type, dosage, and frequency: 

Family History
Diabetes  ❏ Yes ❏ No  Cancer  ❏ Yes ❏ No  Allergy/Asthma  ❏ Yes ❏ No 

Tuberculosis  ❏ Yes ❏ No  Heart disease ❏ Yes ❏ No Anemia  ❏ Yes ❏ No

Epilepsy  ❏ Yes ❏ No  Hypertension  ❏ Yes ❏ No  Blood disease  ❏ Yes ❏ No 

PART II (To be completed and signed by physician.)

Physician’s Examination
Height  Nose  Thyroid 

Weight  Mouth  Chest 

Blood pressure  Tongue  Heart 

Vision  R  L  Teeth  Abdomen 

Vision corrected R  L  Throat  Skin 

Eyes  Pulse  Varicosities 

Ears  Respirations  Refl exes 

Mantoux (required 1 year prior to entrance) Date  Result 
If the mantoux is positive, a chest x-ray is required and the report must be attached to this completed form.

Routine urinalysis Date  Result 

Previous medical history 

In your judgment, is there any reason why physical education and/or athletic activities would be contraindicated? ❏ Yes ❏ No  
If so, please explain. 

Recommended Immunizations
If there are valid reasons for non-compliance with state regulations, written proof on physician’s stationery is required and must be attached to this completed form.

Chicken Pox ___/___/___ ___/___/___

Whooping Cough ___/___/___ ___/___/___ ___/___/___ ___/___/___

Polio ___/___/___ ___/___/___ ___/___/___ ___/___/___

Tetanus Toxoid (within 10 yrs.) ___/___/___

Hepatitis B Series ___/___/___ ___/___/___ ___/___/___

I have this day given  a careful examination and have found this person in  health.

Are you the family physician? ❏ Yes ❏ No    How long have you known the applicant? 

Physician’s Name  Physician’s Signature 

Physician’s Address  City  State  ZIP 

Registration Number  Date of Examination 

Physician Stamp Required
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